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DAY KIMBALL HOSPITAL Name:
320 Pomfret Street, Putnam, CT 06260 MR #

AUTHORIZATION FOR BASIC TREATMENT
CONDITIONS OF ADMISSION

INTRODUCTION:

This is an agreement between you and Day Kimball Hpital (the "Hospital"). It contains your agreementto pay for all senices
you will receive from the Hospital. It also addresss the use of your medical records (and other infanation about "you",

"your"), insurance benefits, and certain conditionsin regardto your treatment and stay at the Hospidl. In consideration of
receiving services, you agree as follows:

AUTHORIZATION TO PROVIDE BASIC TREATMENT AND CONDUC T BASIC AND ROUTINE DIAGNOSTIC
PROCEDURES:

| authorize the performing of all routine examinations, treatments, and care provided to me under thgeneral or specific
Instructions or direction of my physician or Hospital staff. | consentto being admitted/treated as a patient dbay Kimball
Healthcare and for the purpose of receiving medicalare and treatment and/or diagnostic proceduresl. understand that the
institution and its contracted clinicians may use adio/video monitoring and consultation to enhance mcare in some locations or
video monitoring for patient safety.

Pursuantto Public Act09-133, | understand that as part of the medical proedures or tests, | may be tested for HIV. | undersind
that HIV testing is woluntary and | can choose noto be testedfor HIV or antibodies to HIV.

INFORMED CONSENT:
| understandthat if | require an operation or any procedure involving a degree of risk requiring aninformed consent, except in

the event of emergency my own physician will discsghe risks, benefits, and alternatives and answeny questions. | am entitled
to consent or refuse to consent.

MY PHYSICIAN(S) MAY BE AN INDEPENDENT CONTRACTOR:

| understand that many physicians furnishing senies to me including but not limitedto radiologistspathologists and Emergency
Department physicians are independent contractorsral not employees or agents of the Hospital. | alsmderstand that if | have
any questions concerning the status of any healttae provider as an independent contractor, employeer agent, | can ask
questions. | also understand that the independentoatractors occasionally wear white coats or otherds pital garb and
identification badges required by the Hospital, butthat the use of this clothing or the use of a hoggl identification badge is not
intended to lead anyone to believe that the persaising the clothing or the identification badge is memployee or agent of the
Hospital.

RELEASE OF MEDICAL RECORDS AND OTHER INFORMATION FO R TREATMENT, PAYMENT AND HEALTH CARE
OPERATIONS:

| authorize the hospital to provide fromits records any information and medical records including psghiatric, substance
abuse, HIV relatedor other confidential information ("Confidential Information") requested by my insurance/managedcare
company, Medicare, Medicaid, Champus, or other thid party payors, hospital agents or governmental ageies in connection
with payment of my hill. | also authorize the Hospial and its agents to provide Confidential Informaton from my medical records
to any utilization, managed care, and/or quality reiew organization affiliated with my insurer/payor or otherwise for use in
utilization management. | further authorize the Hospital to provide Confidential Information to its case management personnel
including authorization to discuss my medical car@ith my physicians, and to other health providers ad facilities involved in
discharge planning or in my continuing care after lospital discharge. lalso authorize the release 6bnfidential Information to
state or federal agencies for authorized purposes.

| have been informed thatmy refusalto grant consento releaseof information relating to psychiatric treatment will not jeopardize
my rightto obtain presentor future treatment excegt where disclosure ofthe communication and recorid necessary for
treatment. | understand that if my refusal to provde authorization results in arefusal of my insure, managedcare company or
the third party payor to pay the Hospital, I will personallybe responsible for the billor the unpaid portion of the hill.

ASSIGNMENT OF BENEFITS:
| authorize third party payors, including insurers, managedcare companies, and Medicare or Medicaidhd other governmental

payors, to make payment directlyto Day Kimball Hogital, its affiliates, and any physicians involvedn my care for medical
expenses and any/all (Group or Direct) Hos pital begfits otherwise payable to me. | understand that &m financially responsible

for payment for services not covered by this authdeation, and that | will pay all costs of collectio of any delinquent balance
including reasonable attorney's fees, which may badded to my account. | understand that my refusald grant authorization to my
third party payors will in no way jeopardize my rightto obtain presentor future treatment except whee disclosure is necessary for
treatment, but understand that under such circumstaces Iwill be responsible for paying my bill infll. Upon request, patients

may receive copies of their hospital charges. A Rant Advisor is available at 8609286541 (ext.2219 or 3316), shouldassistance be
needed.



CONSENT TO RELEASE OF SOCIAL SECURITY NUMBER TO TRA CK MEDICAL DEVICES:

If in the course of my treatment | receive a medidadevice(s) that is traceable to its manufactured,authorize the release of my
Social Security number to the manufacturer or its gent. | understand that the hospital has been tolthat my Social Security
number may be used by the manufacturer to attemptd locate me if necessaryinregardto this medicdévice.

PERSONAL VALUABLES:
| understand and agree that the Hospital maintains safe for the safekeeping of money and valuablesagree that if | choose

not to place valuables in the Hospital safe, the ldpital will not be responsible for the loss of, odamage to my valuables.The
Hos pital shall not be responsible for loss or damagto items including documents, cash, dental workr odental prosthetics,
eyeglasses, credit cards, hearing aids, and itemfaunusual value or size thathave not or cannot bdared in the Hospital safe. |
have been advised that any personal valuables shdlde given to a family member or friend for safekeging. With the
exception of items placed inthe Hospital safe arfdr which a receipt has been issued, | agree not tnake any claims againg
and release Day Kimball Hospital and its staff fromany and all liability for any loss or damage thatmay occur to my personal
valuables.

PATIENT RIGHTS AND RESPONSIBILITIES AND NOTICE OF P RIVACY PRACTICES:

The Hosnpital's Policv on Patient Riahts and Respoiilsilities has been provided to me. and | aaree tooenolv with such policv.

Day Kimball Healthcare complies with applicable Fedral civil rights laws and does not discriminate orthe basis of race, color,
national origin, age, disability, or sex. ATTENTION: If you speak a language other than English, aresdf or hard of hearing,
languaqe assistance senices are provided free dlacge. Call (860) 928-6541 ext. 2342 or ext. 2228 TTY, dial 711 and ask to be
connectedto (860) 928-6541 ext. 2342 or ext. 2229.

FINANCIAL AGREEMENT:

| understand | am responsible for payment of any chages and agree to pay the hospital the regular rates charges for all
hospital and medical services renderedto me. ifdm covered by a third party (for example, Blue Cros & Blue Shieldor other
insurance or managed care, or a benefit program sias Medicare or Medicaid), then the third party ma pay all or a part of the
hospital rates or charges. Ifso, | agree topay tdse rates or charges thatare not covered or paig ihat third party, and to the
extent permitted by law are properly payable by meas soon as | receive a hill. If | do not pay my bl agree to pay the hospital
any collection costs including attorney's fees, delction agency fees, and court costs. The hos pitalserves the rightto accept
periodic installment payments without waiving its fights to demand payment in full. If | do not agree| understand a consultation
with our Patient Advisor is required before non-emegent services will be rendered.

MEDICARE AND OTHER GOVERNMENTAL PROGRAMS:

| agree that the information | have given in applyng for benefits under Medicare, Medicaid, Maternalor Child Health Senvices
or other governmental programs is complete and accate. The hospital may give the appropriate staterad/or federal agencies
(including but not limited to, the State Departmentof Social Senices and the federal Social Securfyministration orits fiscal
intermediaries), any information about me that | hare that may be necessary to process claims for sugdyment. The hos pital,
and the doctors and alliedhealth care providers &ating me may make direct claims for payment.

VETERANS:
Please indicate if you or your spouse is a veterar the US Armed Forces. State the name of your spee if he/she is aveteran.

Please identify the branch of the Armed Forces arstate the appropriate dates of service:

| HAVE READ THIS PATIENT AGREEMENT, ORIT HAS BEEN READ TO ME, AND | UNDERSTAND [T, ALL OF MY
QUESTIONS HAVE BEEN ANSWERED TO MY SATISFACTION, AND | FREELY AGREE TO ALL OF THE TERMS AND
CONDITIONS IN THE AGREEMENT THAT ARE APPLICABLE TO THE PATIENT EXCEPT THOSE SPECIFICALLY
NOTED ABOVEBY ME AS NOT APPLYING.
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DATE TIME

X

SIGNATURE OF PATIENT

PRINT PATIENT NAME

SIGNATURE OF AUTHORIZED PERSONAL REPRESENTATIVE
If a representative has signedfor the patient, piese state the relationshipto the patient and thesason the patient did not sign:

If telephone consent:
Obtained from: Dae Time Reaionship:
Witnhess: Date Time R.N.(witness) Dae Time




[R& I DAY KIMBALL HEALTHCARE

Day Kimball Hospital
320 Pomfret St. Putnam, CT 06260
Phone 860-963-6336|Fax 860-963-6482

NAME: DATE OF BIRTH: DEPARTMENT:

MODERNA COVID-19 VACCINE CONSENT FORM

Yes No

Areyou 18 years of age or older? [l [l
Areyou currently sick with afever or infection? O O
Do you have a bleeding disorder or are you on a blood thinner? O O
Do you have any alergies or have you had a severe alergic reaction after O O
aprevious dose of this vaccine?

Are you immunocompromised or are you on a medicine that affects O O
your immune system?

Areyou pregnant or plan to become pregnant? O O
Areyou breastfeeding? O O
Have you received another COVID-19 vaccine? O O
Have you ever had areaction to any of the ingredients in the Moderna O O

COVID-19 vaccine which include messenger ribonucleic acid, lipids,
polyethyleneglycol, 2000 dimyristoyl glyceral, cholesterol, 1,2-distearoyl-sn-
glycero-3-phosphochaline, tromethamine, tromethamine hydrochloride, acetic acid,
sodium acetate and sucrose?

| have read or have had explained to me the current Fact Sheet for Recipients and Caregivers, Emergency Use
Authorization of the Moderna COVID-19 Vaccine dated 12/2020. | have had the opportunity to ask questions that were
answered to my satisfaction. | understand the benefits and risks of the COVID-19 vaccine and ask that the vaccine be
administered to me.

Signature Date Time

PLEASE COMPLETE DEMOGRAPHICSON BACK

For Vaccinator to complete:

Vaccine: Moderna COVID-19 Vaccine O # O #2
Lot # 018B21A Exp. Date 9/16/21 Site: deltoid
Administered by: Date: Time
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PLEASE PRINT:

NAME:

STREET ADDRESS:

CITY, STATE, ZIP:

PHONE NUMBER:

GENDER:

ETHNICITY/RACE:

EMPLOYER:
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